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A systematic review with thematic synthesis of the experience of 
hospitalization in people with advanced chronic obstructive pulmonary 
disease  
Hospital admissions are common for people with advanced chronic obstructive 
pulmonary disease [COPD]. To provide effective, responsive care, it is important 
to understand how people experience hospitalization. The aim of this review was 
to explore the experience of hospitalization in people with advanced COPD, 
drawing from qualitative research data.  
 
Guided by a thematic synthesis approach, a systematic search of databases  
[n = 13] including PubMed, CINAHL, PsycINFO and ProQuest was undertaken 
from database inception to May 2020. Inclusion criteria included papers reporting 
qualitative research focused on any aspect of hospitalization for people with 
advanced COPD and reported in English language from peer reviewed journals. 
Following quality appraisal, relevant data were extracted, and a three-stage 
thematic synthesis method used to develop inductive themes.  
 
From 1935 papers, the 11 included studies focused on specific aspects of 
hospitalization [e.g. care and treatment], rather than the totality of the experience. 
Four analytical themes were identified: unpredictable hospitalization, benefits 
and burdens of treatment, overwhelming distress and the communicative attitude 
of staff. Hospitalization was unpredictable because of the frequent, sudden 
admissions required for acute breathlessness. Hospital could be perceived both as 
a safe place, due to immediate symptom relief, but also as a place for 
experiencing overwhelming distress. Breathlessness was the most difficult 
symptom experienced, causing physical and psychological distress. Both 
communication and attitudes of the staff could influence the experience. A 
holistic approach to the care of hospitalized individuals with advanced COPD is 
required to improve care.  
 
Keywords: advanced COPD; breathlessness; hospitalization; thematic synthesis; 
qualitative study; systematic review  
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Introduction   
People with advanced COPD are frequently hospitalized in the advanced stage of their 
illness due to a high symptom burden [1]. Acute breathlessness is common, often 
requiring emergency admission for intensive therapy [2]. People who are hospitalized 
with COPD have higher unmet needs, including physical, psychological and spiritual 
aspects compared to those with other chronic illnesses, such as lung cancer [3]. 
Prolonged symptom burden and high unmet needs cause poor quality of life and 
suffering during hospitalization [4].  
Frequent hospitalization leads to high healthcare cost and causes financial 
burden to individuals with advanced COPD [5, 6, 7]. The number of readmissions, 
symptom severity, length of hospital stay and associated co-morbidities, such as heart 
failure and diabetes, influence the cost of hospitalization for those in the advanced stage 
of COPD [7]. High healthcare utilization and economic burden have implications for 
developing appropriate healthcare policy to reduce the disease burden of COPD 
globally [6, 8]. Hence, it is important to understand the experience from the individual 
perspective to improve care.  
Qualitative synthesis helps provide insights into individual experience through 
the integration of data from qualitative studies to provide a formal knowledge synthesis 
[9]. Many qualitative studies have explored the lived experience of individuals with 
advanced COPD, studying specific aspects of COPD, such as the experience of 
breathlessness, care needs and treatment but do not cover these aspects from the 
perspective of hospitalization [4, 10, 11, 12]. Careful synthesis of the data in the studies 
should enable a more comprehensive understanding of the totality of the experience. 
The aim of this review was to explore the experience of hospitalization in people with 




This systematically constructed review utilized a thematic synthesis design [13]. This 
design enables findings from qualitative studies using different methods to be 
synthesized while preserving the context to illuminate both the parts and the sum of the 
phenomenon, such as hospitalization [13]. This review is reported according to the 
Enhancing Transparency of Reporting the synthesis of Qualitative research [ENTREQ] 
guidelines [14].  
Search Strategy  
The search was iterative and conducted with the aim to attain conceptual saturation 
related to the experience of hospitalization [13]. The inclusion and exclusion criteria are 
set out in Table1.                            
Insert Table 1 inclusion and exclusion here 
 
The following electronic databases were searched: PubMed, CINAHL, 
PsycINFO and ProQuest. Grey literature databases included were: theses and 
dissertations listed on ProQuest, Open Grey, Networked Digital Library of Theses and 
Dissertations, Open Access Thesis and Dissertation. Finally, citation databases included 
were: Social Science Citation Index and Conference Proceedings Citation Index on Web 
of Sciences. No date limits were applied and the search was inclusive up to May 2020. 
These multiple databases were considered in order to include a wide range of concepts 
related to the experience of hospitalization. Citation tracking and reference list 
searching for included papers were conducted to identify potential papers [13]. The 
search strategy was constructed based on the key topics from the research question, 
Medical Subject Headings [MeSH] terms identified from the databases and key words 
identified from relevant papers. A combination of thesaurus terms or MeSH, free text 
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words and the broad-based terms was employed to identify the relevant studies to 
optimize the search.  These combination of terms combined with Boolean operators, 
such as ‘AND’, ‘OR’ and truncations were employed to find the relevant studies [table 
2]. An example search strategy for PubMed is given in appendix 1.  
Insert table 2 here 
 
Study selection and quality appraisal 
A total of 1935 titles and abstracts were screened and full texts were sought for 29 
studies to check their eligibility by applying the inclusion and exclusion criteria. 
Finally, 11 were included in the review [figure 1].  
Insert figure 1 here 
 
BB screened the title and abstracts of the retrieved studies and these were 
checked by CW to confirm the consistency of the selection process. The characteristics 
of included studies are detailed in Table 3.  
Insert Table 3 characteristics of included studies 
 
The quality of studies was assessed by the appraisal criteria proposed by 
Thomas and Harden [13] for thematic synthesis. This quality appraisal tool contains 12 
criteria under 3 categories: 5 related to the quality of the reporting of a study such as 
aim and context; 4 criteria related to reliability and validity; and finally 3 criteria related 
to the appropriateness of the study methods [13]. Each criterion was rated either as 
present or not [a score of 0 or 1 was given]; hence, a maximum score of 12 for each 
study was possible. Studies scoring below 5 were considered as poor but were not 
excluded because each study was considered to have some contribution to the synthesis, 
irrespective of the quality [13].  Overall, the scores ranged from 7 to 12 [see table 3].  
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Appraisal was done by BB and verified by CW to ensure the consistency of the process.  
Data extraction and analysis 
Data extracted were: study details, demographics and study characteristics, such as the 
type of data collection, sampling, sample size, findings of the primary study and themes 
or concepts related to the experience of hospitalization, such as the admission process, 
treatment and care, and communication with staff. All included studies were imported 
into NVivo 11 software to aid the analysis. Both direct quotes and the texts related to 
hospitalization in the findings section were coded. Coding and analysis was done by BB 
and checked by CW with disagreements resolved by consensus.  
Data synthesis was carried out following the three-stage thematic synthesis 
method [13]. First, line by line coding of the text related to the experience of 
hospitalization was coded; each code was given a description to maintain the 
consistency while coding across the studies. Subsequent codes from the rest of the 
studies were either coded into the existing codes or under a new code, depending on the 
content of the text. Then, these codes were grouped under appropriate categories and 
descriptive themes were derived from these categories; until this point, themes were 
kept closer to the original studies in the context from where they emerged [13]. The 
final step of analysis involved the interpretive analysis of descriptive themes to develop 
inductive, analytical themes related to hospitalization.  
Findings 
Analysis of the findings from 11 studies from Europe [n = 6], the US [n = 1], Australia 
[n = 1] and Asian countries [n = 3], yielded 4 overarching themes: unpredictable 
hospitalization, perceived benefits and burdens of treatment, overwhelming distress and 
the communicative attitude of the staff.        
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Unpredictable hospitalization  
Hospitalizations for people with COPD due to acute breathlessness were frequent. 
Particularly, emergency admissions were experienced as chaotic, with waits for 
consultations in the emergency department or for admission [15]. People with COPD 
could feel a loss of control, with poor communication causing confusion during 
emergency admissions: 
We were whizzed straight into the Medical Emergency or surgical place ...I 
couldn’t tell you. [15, p.263].   
Concurrent with this chaotic experience was a feeling of safety due to the immediate 
help provided for the acute breathlessness [15, 16, 17, 18], with immediate medical 
attention and appropriate management reducing anxiety and helplessness:  
…that’s a feeling of security. Knowing, that you are going away to get help. I just 
want to be cared for, as there is nothing that I can do. [18, p.03]. 
Nevertheless, people preferred to avoid hospitalization because of fear 
associated with hospitalization due to varied reasons. Firstly, hospitalization itself could 
be felt to cause a decline in health, occurring after each in-patient episode [17, 19], 
which could cause fear of hospitalization:  
Because every time I have a bout…I end up on a short stint in the hospital; I take 
one step forward and two back so that I’m always starting over again. [19, p.342]. 
People could also be fearful of hospitalisation because on some occasions severe 
breathlessness caused near-death experience [17, 19, 20], and this was associated with 
uncertainty as prognosis and plans were not clear:  
Going to the hospital would bring a lot of unknowns to participants…whether or 
not they would be admitted, how long they would have to stay…[19, p.343]. 
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The unclean hospital environment and noise from neighbouring patients and 
machines caused sleep disturbances, which led to avoidance of hospitalization [20]:  
No, no I’m fighting the hospital. Geez if I go to the hospital I’ll never come back 
here…I don’t tell ‘em the truth. I told ‘em no [to being short of breath]. [19, 
p.343].  
Repeated hospitalizations caused care burdens that disrupted the family’s 
routine, and on occasions the care burden itself led to hospitalizations [21]:    
My wife begged the doctor to admit me to the hospital. She was too tired to take 
care of me…I am her burden. [21, p.1759]  
However, hospitalization was perceived as inevitable for accessing treatment for acute 
symptoms. While hospitalization was perceived as necessary, the burdens of repeated 
hospitalization caused avoidance of hospitalization where possible.  
Perceived benefits and burdens of treatment 
In general, treatment offered for breathlessness was considered effective and quick. 
Non-invasive ventilation [NIV] was one of the treatment options offered for acute 
breathlessness, which could provide immediate relief and improved independence:  
…it gives me back a normal life…to get me back to a normal existence; it helps 
me breathe…[22, p.271]. 
However, NIV caused unpleasant side effects, such as dryness of the throat and 
difficulties in speaking [17, 22, 23, 24]. NIV caused anxiety when hot air forcefully 
pumped into the chest, which was perceived as losing control over breathing. NIV 
caused total physical restriction that limited daily routines during hospitalization. 
Nevertheless, participants had to accept NIV, as it seemed to be the treatment of choice 
for acute breathlessness:  
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It’s very uncomfortable and awkward…you get anxious and try to avoid the 
mask, but at the same time you know you need it. [24, p.1729].  
Being on the ventilator in the intensive care unit was perceived to be difficult because 
being hooked on to the machine increased feelings of losing control [17, 24]. Observing 
other people who did not regain consciousness after intubation caused fear of death and 
uncertainty:  
You need to deal with being cut off from everything and being restrained by the 
mask… it is really, really tough, but there is no going back, really. [24, p.173].  
Feeling vulnerable and fatigue during acute breathlessness prevented individuals 
from participating in treatment decision-making [18, 19, 22, 25].Hence, some preferred 
their healthcare professionals to decide the treatment of choice: 
...perhaps, it is better that they [health personnel] are determined; I was more or 
less completely gone…[25, p. 3067].  
Letting the staff decide treatment options demonstrated trust in staff, on occasions 
where the treatment decisions were taken by staff without participants’ involvement, 
this caused uncertainty related to future treatment plan and emotional upset. Time 
constraints during sudden admissions sometimes led to quick treatment decisions by the 
staff, which compounded poor explanation of treatment options that could cause a 
feeling of neglect by staff [17, 20, 23, 25]:      
Physicians discussing further treatment above the patient’s head evoked feelings 
of mistrust in the patient. [23, p.744].  
Both forceful treatment and poor treatment information caused distrust, which are 
further discussed in the next section. 
The communicative attitude of the staff 
Friendly staff motivated individuals to remain engaged with treatment during 
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hospitalization. Respecting and listening to concerns encouraged individuals and 
increased the level of perceived self-control during the acute period of illness [23]. 
Having an open conversation with staff about the disease and treatment plan helped 
individuals to cope with the difficult treatment:  
I participated all the time and most of them were encouraging and open. They 
listened to what I had to say – what little I had to say. [23, p.744].   
A friendly chat and a sense of humour displayed by the staff even during critical 
moments seemed to improve participants’ relationships with staff; they recognized that 
staff took control during the critical situations and then helped them come back to a 
more normal balance [23, 25]. In particular, being available and proactive to 
participants’ needs established trust with staff:  
That you feel you are in safe hands – that there is control over what is being 
done... [23, p.743]; 
They [staff] saw my needs before I noticed them. [25, p.3067]. 
Consequently, trust in staff helped participants tolerate unpleasant situations, such as 
putting up with difficult treatments.  
However, negative behaviors from staff, specifically during the critical time of 
illness caused loss of trust in treatment. In particular, not listening to participants’ 
concerns caused feelings of being neglected:  
…that she felt she was a nuisance…she said she was put ‘on hold.’ [23, p. 743]. 
When individuals were not included in the treatment decision-making, it was perceived 
that difficult treatments were forced on them which caused distrust with staff [20, 23, 
25]. For example, one participant tried to test the nurses by keeping the alarm by her 
side to see whether nurses would attend when she called out. But nurses tried to 
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manipulate the alarm so that it would not ring which angered the participant and 
disrupted the relationship between them:  
But she [the nurse] threatened [me] a bit with that tablet. I said no. I wanted to be 
attentive because I might be choked if they do not suck out the slime [in time]. I 
had to be in control… [25, p. 3067].  
Treating individuals as a nuisance and without respect created distrust [23, 25]. For 
example, smokers felt that the behavior of the staff made them feel shame and guilty 
about smoking and that they deserved such unpleasant treatment for their past behavior. 
Ignoring participants’ opinions and neglecting their presence during treatment 
discussions were perceived to be unprofessional:  
And when a doctor stands over you, at the same time making eye contact with a 
nurse and smiling, thinking I could not hear anything, well that’s not nice...[25, 
p.3067].   
These unprofessional behaviors caused distrust and caused a feeling of vulnerability, 
which had a negative impact on the experience of hospitalization.  
 Overwhelming distress 
Extreme distress was reported during hospitalization, which affected the individuals on 
the physical, psychological and spiritual aspects.   
Breathlessness 
Breathlessness was the most common reason for hospitalization in the advanced stage 
of COPD. Severe breathing difficulties were reported which sometimes were perceived 
as life-threatening [24, 25]. Breathlessness was described as a struggle to get enough 
air, like breathing through a narrow pipe, or as a suffocating feeling and therefore, 
necessitated an extreme effort to survive. Further, experiencing frequent breathlessness 
required breathing support such as NIV. Despite using NIV, breathlessness was 
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perceived as the machine tried to blow a significant volume of air against the capacity to 
inhale; on some occasions, a choking sensation was experienced which caused panic 
attacks:  
…being restrained by the mask was just too much for me, I couldn’t breathe… 
and suddenly I panicked. [24, p.173].  
Inability to breathe caused a fear of death and anxiety. Experiencing confusion during 
acute breathlessness and being unable to communicate clearly to staff also caused 
anxiety. Nevertheless, a few participants tried to keep calm to cope with the dual stress 
of breathlessness and anxiety during hospitalization, and some used humor to mask their 
fear:   
 I remember getting confused, but I’m confused in any case [laughs]. But all 
joking aside it was very scary. [15, p.263].  
An extreme physical weakness accompanied acute attacks of breathlessness and 
restricted from doing daily activities in hospital [16, 17, 20, 23, 24]. Many were 
bedbound, exhausted and completely dependent on staff to carry out their daily routines:  
Being unable to speak, unable to act, not being able to eat, and feeling ill all over. 
[23, p. 74]. 
Feelings of isolation caused low self-esteem and helplessness which caused 
psychological distress. 
Psychological distress 
Although breathlessness was the main cause for anxiety, nightmares and confusion 
during acute breathlessness also contributed to anxiety. NIV treatment increased 
anxiety, as being alone in a hospital room and restrained with the machine caused fear 
[23, 24, 25]. Nightmares were another source of anxiety; several participants were 
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afraid to fall asleep and wanted to keep the lights on even during the day [15, 16, 17, 
19]. Fear of death also caused sleep disturbances during hospitalization. Sleeplessness 
further worsened fatigue and caused dependency, which disrupted the routines of 
participants’ families:    
My family’s a big factor...I feel as if I’m actually putting on them. [20, p. 752]. 
Such feelings of helplessness, physical dependency and repeated hospitalizations 
contributed to considerable psychological distress. 
Spiritual concerns 
Individuals who were admitted to the intensive care unit expressed a wish to live, 
despite facing hardships and uncertainty with illness. Surviving previous 
hospitalizations gave a desire to live, even if that was for a short time. Facing 
uncertainty with illness helped cherish whatever time that was available to live:   
…I learn how to live one day at a time because I do not know whether I can live 
two days later. [17, p.4] 
Completing family responsibilities and reflecting on their good deeds, gave a feeling of 
fulfilment of life:  
I am at peace with myself because I did nothing purposely in harming others and 
I did not owe anybody anything that I did not return in my life. [17, p. 138].  
In contrast, others were afraid that death may occur soon due to changes in 
health status and the seasons of weather, particularly winter, as many participants 
suffered from acute breathlessness during winter. Sensing that life span was short with 
uncertainties in health caused hopelessness. A strong death wish was reported when 
repeated hospitalizations did not seem to cure the disease, as expected [17]. However, 
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making do-not-resuscitate decisions reduced fear of death, which then provided some 
inner peace. Many preferred to have a peaceful death, as if falling into sleep without 
much suffering:  
…my concern is to remain clean and tidy when I die... I only want to die in 
peace, without causing more trouble. [17, p.13]. 
 Accepting death rather than confronting it, facilitated decisions around do-not-
resuscitate and end-of-life care plans during hospitalization. Expressing death and dying 
concerns also helped both participants and staff understanding these concerns.  
Discussion 
This thematic synthesis has provided insight into the experience of hospitalization in 
people with advanced COPD. Studies focused on specific aspects of hospitalization 
such as treatment, symptom burden and interaction with staff. Four overarching themes 
were identified: unpredictable hospitalization, perceived benefits and burdens of 
treatment, the communicative attitude of the staff and overwhelming distress. 
 Central to the experience is both the unpredictable nature of hospitalization and 
that different aspects of the experience can be perceived either negatively or positively, 
triggered by repeated, acute breathlessness, known to be a feature of the trajectory of 
COPD and other advanced respiratory illnesses [26, 27, 28]. Once in hospital, the 
immediate attention to ameliorating acute breathlessness could provide a sense of safety 
and security, similar to the sense of safety seen in other illnesses, such as heart failure 
and cancer [29, 30]. Nevertheless, this sense of safety and security during this acute 
illness phase did not necessarily mean that hospital was a preferred place of care, as 
these positive aspects were offset by negative features such as a lack of cleanliness and 
sleep disturbances [29, 30, 31, 32, 33, 34]. Hospitalization could also be associated with 
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the presence of overwhelming physical and psychological distress including spiritual 
concerns [2, 35]. Such spiritual concerns were particularly highlighted in the studies in 
this review, in contrast to studies focused on different stages of COPD or settings for 
COPD care [35]. 
As with other studies in chronic illnesses, the overall experience of 
hospitalization in advanced COPD was a mix of positive and negative experiences, 
reflecting the treatment aspect of hospitalization [29, 30]. The experience seemed to 
relate mainly to individuals’ varied treatment expectations, such as symptom relief and 
cost-effective treatment with minimal side-effects; depending on these areas and levels 
of expectation, the experience of hospitalization was varied. This indicates that the 
experience could be influenced by individual expectations about treatment and 
healthcare delivery. Patients’ expectations were an important indicator for measuring 
patient-satisfaction with treatment, and influence the individual experience related to 
hospitalization [36, 37, 38]. Studying patients’ expectations pertaining to treatment is, 
therefore, important to understand this mix of experience, both to meet their specific 
needs, and to improve the quality of care [39, 40].  
Patients’ expectations related to healthcare are defined as ‘beliefs about the 
incidence or non-incidence of a future-directed event or experience’ [39, p.2]. Several 
theories of patients’ expectations, such as self-efficacy, outcome expectancy and 
response expectancy theory, focus on certain aspects of patients’ expectations [39, 41]. 
Some of these theories do not sufficiently support the influence on treatment outcome 
hence, further elaborations were required to address this [42, 43, 44]. Nevertheless, 
there is no unified theory that covers all the aspects of the complex construct of 
‘expectation’ in the context of healthcare. Laferton’s integrated model of expectations 
[39] provides the most comprehensive account, including social learning and cognitive 
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theories that address the main constructs of expectations in the healthcare area [39] . 
This model is underpinned by four concepts, generalized expectancy, personalized 
outcome expectancy, treatment outcome expectations and timeline expectations, which 
are described with the findings of this review.  
Generalized expectations are related to the capability of individuals’ self-
efficacy, higher levels of which can lead to optimistic self-beliefs that difficult tasks can 
be achieved [45]. This may or may not be context-specific, such as treatment and 
illness, which may lead to optimization of treatment [46]. In this review, participants’ 
expectations around the frequency of hospitalization and type of admission, such as 
emergency admissions, were context-specific, which influenced the outcome of 
participants’ expectations around hospitalization. For example, the requirement for 
frequent hospitalization showed the expectation on the role of hospitalization in 
providing complete symptom relief remains unmet. COPD studies also showed that 
patients expected treatment at home, rather than being frequently hospitalized [47]. 
Similar to this review, symptom relief was the most preferred generalized expectancy 
while being hospitalized in studies on the early stage of COPD, which was also a major 
contributor to patient-satisfaction, compared to other domains of expectation [48]. 
However, varied expectations about symptom relief did not lead to optimization of 
treatment. Individual expectations could be related to expectation optimization, which 
improves treatment outcome by reducing maladaptive expectations [49]. Although 
participants expected breathlessness to recur, they did not expect to be dependent and 
confined to a hospital bed; this caused dissatisfaction, despite hospitalization providing 
immediate symptom relief. This mismatch between expectations and treatment outcome 
could be addressed by explaining the actual impact of acute breathlessness on their 
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dependency, which could reduce participants’ expectation level related to dependency 
and breathlessness treatment that can lead to optimization of expectation.  
Treatment outcome expectations have two components, process and structural 
expectations, which relate to the nature and course of treatment respectively, covering 
the benefits and side-effects of treatment [38]. In this review, NIV treatment was 
considered beneficial because of its ability to provide immediate relief but its associated 
side-effects caused considerable distress during hospitalization. Studies conducted in 
the early stages of COPD also showed that expectations are mainly centered on the 
treatment outcome and communication [47, 48, 50]. Treatment with minimal side-
effects which are also affordable, which could be preferably taken at home are 
considered helpful [47, 48]. Nevertheless, NIV treatment was preferred, despite its side- 
effects, with the expectation that it would help with breathlessness. This contradicting 
expectations and behavior outcome are rather complex, as a treatment or a health-
changing task is generally abandoned when the desired outcome has not been reached 
[51]. Here, the sub-domains of self-efficacy and behavior outcome of personalized 
outcome expectancy seem to have a converse relationship, which is not presented 
clearly in the integrative model of expectations [39]. 
Both communicative attitude and treatment information shapes both the past and 
future expectation of treatment [38, 48]. This review showed that communication is an 
essential part of the treatment which impacted the experience in both a positive and 
negative manner. For example, if a patient is not given adequate and clear information 
about treatment, then, this leads to patient dissatisfaction, which is also confirmed in 
this review [37, 48]. Patients’ expectations about the communicative attitude of the staff 
relates to the process of the treatment [38]. Although the treatment outcome becomes 
good, if the communicative attitude of staff is perceived as not acceptable, this still 
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could influence the overall treatment outcome negatively, as shown in this review [48]. 
Discussion of treatment options and listening to their concerns are the most common 
communicative expectations in people with COPD [48]. Therefore, communication 
arguably impacts the expectations of both treatment and hospitalization. However, this 
element of treatment expectations has not been clearly articulated in the existing 
integrative model, which could be emphasized under the treatment outcome expectancy.  
Timeline expectations address temporal factors such as the length of treatment 
or illness. The need for frequent hospitalization and prolonged treatment with NIV and 
continued suffering correlates with timeline expectations. Both prolonged suffering and 
the dependency on treatment lead to loss of personal control over the illness, as well as 
treatment, which is contrary to the expectation that hospitalization would relieve 
suffering. In this context, the duration of both illness and treatment contribute to 
timeline expectancy and also personalized and treatment outcome expectancy. 
Therefore, these domains seem to be interrelated, rather as distinctive domains, as 
presented in the integrative model of expectations [39].  
According to this integrative model, the overall expectations of hospitalization 
seems to influence the perception of positive and negative experiences, which may vary 
from time to time; this could be due to a number of factors related to individuals’ 
previous experience, level and degree of expectation, symptom severity and healthcare 
delivery [36, 37, 38]. These expectations, therefore, are very subjective and could vary 
depending on the factors which contribute to the overall experience of hospitalization. 
Although the integrative model provides a unified theory of expectations in the 
healthcare context, these seem to emphasize more on the distinctness of the individual 
domains, rather than recognize the causal and/or interrelatedness between the domains 
of expectations. Also, these domains do not include communication which is an 
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important element of the process of treatment expectations that is crucial in influencing 
treatment outcomes.   
Strengths and limitations  
The synthesis process enabled integration across discrete aspects of the hospitalization 
experience to provide a more holistic account than that offered by individual studies. 
Including only English language studies may mean that experiences in some cultures 
and contexts may not be included in the synthesis. Indeed, most included studies were 
European such that the synthesis is most likely to reflect European culture and contexts, 
which may not be transferrable [52]. Although most of the studies mentioned physical 
and emotional distress, spiritual concerns were the least addressed. It was not clear 
whether this was limited by the study aim, a lack of effort to explore this aspect or that 
this particular aspect did not develop as a major theme in these studies. This indicates a 
lack of holistic approach to the care of people with advanced COPD, which has 
important implications for both policy and practice.  
Conclusion 
This review showed that hospitalization in people with advanced COPD is a mix of 
positive and negative experiences. Discordance between patients’ expectations and 
healthcare delivery plays a role in shaping the experience. This review synthesized 
specific aspects of hospitalization, such as care, treatment and interaction with staff. As 
hospitalization seems to be a broad, multi-dimensional experience, it is difficult to know 
whether these findings represent the experience as a whole. Future research should 
focus on studying the whole experience, which would enhance our understanding, so we 
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